The rapid transit system for patients with Sixty nine patients admitted to a metropolitan teaching hospital were considered for the system and 50 were accepted. Their age distribution and level of general ill health were comparable with those in other series. The rapid transit system resulted in 90% of patients accepted being discharged to their homes within the first five days, with a lower morbidity and a mortality at three months of 7%.
Introduction
The elderly patient with a fracture of the proximal femur presents a complex series of medical and social problems. The net result is that such patients suffer high morbidity2 and mortality.3 Because these fractures are common they are a large drain on hospital resources. Their incidence is increasing,45 so that the problem is set to get worse.
The fractures themselves present a series of technical challenges which have now been largely overcome, to the extent that the patients can usually resume a basic level of mobility immediately after surgical reconstruction. Nevertheless, the injury and its sequelae do result in a reduction of the patients' mobility grading, 6 and in a population whose independence is already threatened this deterioration in mobility is potentially serious. In addition to the mechanical problems of the hip fracture, these patients commonly suffer from other disorders, and often several serious chronic diseases coexist. Once the fracture has occurred then the resulting immobility causes further problems with a risk of urinary retention, incontinence, hypostatic pneumonia, and pressure sores. To this already serious picture are added the more or less inevitable consequences of treatment. Analgesics, hypnotics, and anaesthetic agents may sedate and confuse.
Investigations may disclose unsuspected disorders which generate further investigations and courses of treatment, all of which have risks and side effects. In addition, both treatment and investigations take time, a resource which is running out for some patients. There is a real risk that while the patients are being processed by the medical mill the social fabric of their home existence is disintegrating. Their friends forget them and their families decide to put them into an institution. If they are already in a nursing home then their bed may be reallocated. If they have pets these may be destroyed. Within a few days there may be nothing of their former lives for them to return to. We believe that this setting of potential disaster is the result of a confused and profligate approach to the problem. This interpretation is supported by the finding that hospital mortality is actually increasing with time and presumably with technological advance. In one Norwegian hospital mortality among inpatients with fractures of the proximal femur was 4% during 1948-57 and had increased to 14% by 1961-70. 7 We contend that this trend can be reversed, but only by challenging some of the assumptions on which current treatment relies. We present a new approach to the treatment of elderly patients with fractures of the proximal femur, the theme of which is rapid surgical reconstruction with minimal disturbance to the patient, followed by rehabilitation at home. It is called the rapid transit system.
Patients and methods

CONCEPT
The philosophy behind the rapid transit system was that a patient with a fracture of the proximal femur requires that the fracture should be dealt with as quickly as possible, with a high degree of technical skill and that he or she should be returned home as soon as treatment of a highly sophisticated nature is no longer needed. The patient was visited at home daily by the physiotherapist, until adequately mobile. A home nurse visited every day, and on rare occasions twice a day, to help with dressings and bathing or showering. A home help, meals on wheels, occupational therapist, social worker, and other agencies participated, as thought appropriate. All these services were withdrawn as soon as they were no longer needed. All the patients were visited at least once by the orthopaedic surgeon, usually between the third and fifth postoperative days. Routine outpatient appointments were not made, but patients could come to the outpatient clinic if a problem declared itself.
COMPARATIVE FIGURES
For comparison we present figures from the 1981 annual audit, details of which have been described' and which cover patients admitted to the same service. In 1981 the rapid transit system had not started. Later figures were not used because the influence ofthe system had spread through the hospital and parts of it had been adopted by other surgeons.
Results
PATIENT CHARACTERISTICS
Sixty nine patients were considered for the scheme, and 50 (72%) of these were accepted. There were 48 women and 21 men. The overall mean age at presentation was 76-8 (SD 13-0) years (fig 1) . Most of the patients were in the 70-90 year age group, the 80-90 year age group being the most heavily represented. Forty five patients underwent screw plate fixation of the fracture and 24 hemiarthroplasty. When the accepted and rejected groups were compared (table I) No treated bv hemiarthroplastv 17 7 No treated by screw plate 33 12
Mean hospital stay (days) 3 0 10 5
DURATION OF HOSPITALISATION
The mean duration of stay in hospital was three nights for the patients accepted into the scheme and 10-5 nights for those patients rejected. Nineteen (38%) of the patients accepted spent one night or less in hospital (fig 2) , and 45 (90%) had been discharged by the sixth day. There were four patients whom we regarded as failures. In one we misjudged the level of family support that we could mobilise, and in the other three cases the patients were too inert to manage alone at home. The 1981 audit showed a mean duration of stay in the orthopaedic wards of 17 3 (SD 13 9) days.
All our failures were among patients who had been living at home. One patient died in hospital without being discharged. She was a young woman with carcinomatosis who had superior vena caval obstruction. She died of a cerebral haemorrhage in the postoperative phase, having been overanticoagulated. 
REASONS FOR PATIENT REJECTION
In 13 of the 19 patients rejected from the scheme the principal reason was the presence of another medical or surgical condition which of itself justified hospital treatment or monitoring. They included two patients who were receiving anticoagulants at the time of the fracture. In three cases the patients' attendants refused to have them back and demanded alternative placement. In one case the home environment was completely unsuitable and beyond redemption. One patient lived too far away from the hospital, and one fracture was so comminuted that it was thought wiser to mobilise the patient under close supervision.
RESPONSE OF PATIENTS, RELATIVES, FRIENDS, NURSING HOME STAFF, AND DOCTORS
Overall the degree of cooperation received was extremely high, and in most cases the scheme was met with great enthusiasm; the need for hospital based rehabilitation was, however, a matter of dispute.
system had a protound influeiice on the group as a whole, hospitalisation being dramatically reduced. The area between the current series and the 1981 audit curve shows the percentage saving of bed days. This calculates out for the 69 patients in this trial as a saving of 479-6 bed days by the end of the fourth week. If this scheme had included 200 patients (which is the yearly admission rate for this hospital) then the saving would have been 1390 hospital bed days.
COMPLICATIONS
Complications were grouped into systemic, urinary, and technical (table III) and the results in these patients compared with statistics recorded in the 1981 audit (see Methods). The overall incidence of complications was lower in our series of patients, 26% developing some problem compared with 52% of the patients treated in 1981. The differences were in the systemic and urinary categories. Technical problems were slightly more common in both the accepted and rejected groups. (22) 14 (28) 7 (14) 3 (6) 5 (10) The four systemic problems that developed in patients accepted into the rapid transit system were: two deaths-one already described, and the second (five days after transfer to a nursing home) from respiratory failure in a chronic respiratory cripple; a pulmonary embolus which caused no long term problem; and anaemia in one patient, who had to be readmitted for transfusion. There were two major technical problems. In one comminuted intertrochanteric fracture the screw of the screw plate started to bend after two months and the hip was protected with a weight relieving calliper for a month. This man was readmitted for fitting of the calliper. The second patient fell again at home and had a recurrence of pain in her fixed hip. She was readmitted for three days for assessment but no definitive treatment was necessary.
In addition to the low systemic morbidity, there was also a noticeable reduction in urinary problems. Urinary retention especially was virtually abolished as a complication. We attribute this to not using narcotic analgesics. Only two patients had to be catheterised, and both had been given narcotics before admission.
as it may result in a vicious circle of confusion, leading to further. (fig 4) . Fifteen (30%) were living alone at home, and of these only four were discharged back to their home without arranging for anyone to live in. Some of the patients for whom interim arrangements were made did ultimately resume living alone. Of the 11 who had to have some additional help, five were placed in an institution; while for six others arrangements were made so that they stayed either in their own home or with relatives. The patients living alone required the greatest amount of additional support and were the greatest challenge to the scheme.
Sixteen (32%) patients were living at home and had some potential support available from a relative or friend who was living with them. Of these, 14 were sent back to their homes and managed well. Only one patient had to be placed in an institution. One of the patients who died had been admitted from home. Nineteen (38%) came from institutions and all of them returned there. These patients were especially easy to deal with.
OVERALL MORTALITY
Nine of the 50 patients were known to have died. At one month the maximum mortality was 4% and by three months 7%. Beyond that the figures were incomplete. Maximum mortality implies that all patients lost to follow up were assumed to have died.
Discussion
It would be iconoclastic to suggest that modern medicine has gone too far. We do not wish to get entangled in the argument about the distinction between aging and disease, which is fundamental to geriatric rehabilitation. We do not know how many of the ills that aging human flesh is heir to can be cured. Nevertheless, we are convinced that hospital is not the place for the elderly and that removing these people from their home environment is destructive. We are all too familiar with patients sitting around on orthopaedic wards, being slowly processed by a committee of medical and paramedical helpers, while family and friends lose interest.t Currently about half of these patients deteriorate in terms of their social independence.
We know that some forms of medical treatment produce unacceptable side effects. Oversedation is a major problem, especially When used for total hip arthroplasty spinal anaesthesia results in less operative bleeding," better fibrinolytic function," and a lower incidence of thromboembolism.t2 In patients with a proximal femoral fracture spinal anaesthesia results in lower mortality"t and avoids the hypoxia that occurs after general anaesthesia. 4 The idea of allowing patients to convalesce and rehabilitate at home is not new. Day surgery is becoming increasingly common for elective general surgical" and orthopaedic" procedures and will certainly increase. The importance of such an approach for the elderly patient has been recognised after eye surgery'7 and the comment made that the small risk of avoidable and treatable complications occurring at home is outweighed by the advantages of returning to familiar surroundings. Even after severe injury, such as femoral shaft fracture, home nursing has been used, though only in young children."5 We are simply extending the concept to another, large group.
Our initial plan was to supply these patients with extensive nursing and social support, but in fact this proved not to be necessary. In the vast majority a moderate level of general support was required for the first few days and was then reduced very rapidly. Daily visits by a district nurse and a physiotherapist occurred for the first five to seven days. Thereafter frequency diminished until after two to three weeks patients required no more than before their injury. Home help to do the cleaning and shopping was often needed and was provided by family, friends, neighbours, or a paid agency.
The advantages of the home rehabilitation programme are not just economic, though these are substantial. The patients are happier, suffer fewer complications, and rehabilitate faster. At home they dress themselves. They have substantial incentives to move around and thus perform their own physiotherapy.
Switching on the television, getting a cup of tea, and letting the cat out all served as strong incentives to movement, the like of which is absent in hospital. A formal 20 minutes with a ward physio-therapist is no substitute. In addition, patients are able to establish or resume their own routines and are not regimented to sleep, wake, eat, and drink according to a fixed and often quite inappropriate schedule.
In conclusion our experience with the rapid transit system has convinced us that there are very great advantages in returning patients with fractures of the proximal femur to their home environments as early as possible. The benefits outweigh the risks. The scheme as practised in our unit has produced a group of patients who did not seem to suffer from the lack of prolonged hospital rehabilitation and who avoided some of the complications which are commonly associated with this injury. The patients themselves were pleased to return home. Although there were major economic gains, these were overshadowed by the medical and social advantages.
